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CHAPTER I. INTRODUCTION 
According to the U.S. Census, in 1985, 11.8 percent of 
the total U.S. population was 65 years old or over. The 
Census Bureau projects that percentage to rise to 19.7 percent 
by the year 2025. On any given day, 5 percent of the 65+ 
segment of our population is institutionalized, primarily in 
nursing homes (Binstock & George, 1990). For persons who 
turned 65 in 1990, 43 percent will enter a nursing home at 
some time before they die (Kemper, 1991). Furthermore, when 
one examines the aging population as a heterogeneous age group 
(i.e., 65-74; 75-84; 85+) some striking differences appear 
that have serious implications for long-term care. 
According to the 1984 U. S. Social Security 
Administration's middle range mortality assumptions, the 
85-year-old-plus segment of the population will double from 
2.393.000 in 1980 to 5,161,000 in the year 2000. Between the 
years 2000 and 2040, this population will double again to 
13.084.000 (Bould, Sanborn, & Reif, 1989). The rapid growth 
of the 85+ category is of special concern because a large 
percentage of this group will need long-term care as a result 
of chronic conditions requiring some form of assistance. The 
continuing and growing need for long-term institutional care 
for many of our elderly residents is apparent. Less apparent 
is whether that care will adequately ensure or promote 
resident well-being. 
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One central issue for the aging individual, in any 
setting, is the "struggle to maintain a sense of self in the 
face of tasks dealing with lessened control over one's life, 
losses of various kinds, and the sense of approaching death" 
(Compton, 1989, p. 222). This is particularly true for 
institutionalized elderly. It is exactly at this point in 
their lives that the institution should be affirming the full 
adulthood and autonomy of all people regardless of health 
status or circumstance. Unfortunately, for some nursing home 
residents this is a time of maltreatment and abuse that 
further diminishes their sense of self. Are these abusive 
incidents an aberration perpetrated by pathological 
personalities, or are they a characteristic feature of the 
institutional setting? 
Purpose of Study 
The purpose of this study is to examine how long-term 
care facilities promote or discourage resident autonomy, and 
to determine if facilities rated high in promoting resident 
autonomy will have lower incidence of reported abuse. 
Additionally, the study will gauge the prevalence and scope of 
institutional elder abuse occurring in the study area. 
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Four Autonomy Components 
This study incorporated and measured four components of 
institutionally promoted autonomy: relational continuity, 
resident empowerment policies, resident empowerment choices, 
and facility architecture. 
Relational continuity refers to staffing patterns and 
staff training that facilitate the creation of a personal 
relationship between staff and residents. These personal 
relationships may support and preserve the resident's sense of 
self. "Helping relationships are constructed out of caring, 
concern, out of reciprocal interactive behaviors, out of 
regarding the residents as adult beings with gender 
identifications, not as children" (Compton, 1989, p. 228) . 
The staff's ability and interest in discussing the issues of 
death and dying, aging, current events, or any other concern 
the resident may have, will go a long way in promoting a sense 
of self or autonomy for the resident. Staff need the 
opportunity and the skills to develop these relationships. 
The facility is primarily responsible in determining whether 
or not staff are skilled and opportunity exists. 
Resident empowerment policies are any formal or informal 
policy that encourages or supports resident autonomy 
regardless of resident involvement. This generally refers to 
resident rights. Some are mandated by law, while others are 
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facility specific. However, unless a facility promotes or 
encourages adherence, resident rights can become theoretical. 
Resident empowerment choices are the result of any formal 
or informal facility policy that allows the resident choice or 
control over his/her environment. When a resident exercises 
these optional choices, personal autonomy is enhanced. 
Facility architecture is adapted to resident limitations 
when an institution is committed to supporting resident 
autonomy. The facility's furnishings are included in facility 
architecture. There may indeed be economic constraints on the 
number or type of adaptations a facility can introduce. 
However, there are several inexpensive measures available to 
any facility with a desire to promote resident autonomy. 
Items such as labeling resident doors with their names, having 
a wheelchair-accessible telephone, and having non-skid 
surfaces on bathroom floors would be among these measures. 
Defining Autonomy 
How one defines autonomy is central to this issue. 
Generally speaking, autonomy signifies control of decision¬ 
making and other activities engaged in by the individual. 
However, in the institutional setting where there can be some 
degree of physical or mental impairment, autonomy defined as 
self-rule can lead to non-interference and neglect. When 
autonomy is seen as enhanced by intervention, a human 
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entitlement to be supported, staff become advocates that 
provide resources and create the means by which the resident 
can maintain some degree of autonomy. "It is important to 
recognize that legally, there are two classes of residents: 
those who are competent and those who are judicially 
determined to be incompetent. But a third category, persons 
with diminished or questionable decision-making capacity, 
exists in a sort of legal limbo. Residents in this group are 
often treated inappropriately: either by having them sign 
legal documents when they lack mental capacity to do so, or by 
having decisions made for them which they are capable of 
making themselves" (Ambrogi & Leonard, 1988, p. 88). Even 
when a nursing home resident has severely limited capacity, it 
is better to assess what they can do than to casually dismiss 
any and all options. Recognizing the varying capacities of 
nursing home residents is essential to the success of any 
efforts at enhancing or supporting autonomy institutionally. 
Precisely because this is a challenging, complex issue, a 
single definition will not be an adequate guide to action. 
"For example, when a newly arrived resident in a nursing home 
avoids social interaction, she could be expressing deeply 
autonomous choice, an authentic preference for privacy, which 
caregivers must struggle to honor. But for another resident, 
withdrawal could be clearly out of the character, a sign of 
depression, admission trauma, or some other condition that 
impairs his choice, clouds his autonomy, and ultimately 
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justifies intervention" (Collopy, 1990, p. 10). This choice 
between autonomy and well-being, freedom and best interest, is 
not a simple matter of choosing right from wrong, but rather 
requires careful analysis of a resident's capacities, values, 
goals, rights, and responsibilities in light of institutional 
aims and responsibilities. Even when a facility is committed 
to promoting autonomy, the complexity of this analysis can 
become troublesome. Fixation on a particular aspect or 
definition of autonomy could lead to a narrow constraining 
policy. Neither hypothetical residents' rights nor good 
intentions by themselves result in practical autonomy. 
Autonomy is an admirable goal, but it should not prohibit 
everything resembling paternalism, particularly if that 
paternalistic intervention does not diminish the individual's 
dignity and opportunity for self-determination. 
Rather than choosing between autonomy or paternalism, 
Moody (1988) argues for a more complex standard of "negotiated 
consent" by listing the following standards: "the active 
participation by the patient or the patient's surrogate; wide 
consultation to insure that all parties with an interest in 
the decision have their interests heard; knowledge of legal 
and ethical rights on the part of the weaker party (usually 
the patient); opportunity for scrutiny and enforcement of 
those rights through some outside authority; and opportunity 
for publicity, although publicity in itself should be neither 
forbidden by nor obligatory to the process of negotiation" 
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(Moody, 1988, p. 67). Recognizing that rights endow the 
individual with concurrent responsibilities, one study 
characterized these generally as responsibility to self, 
responsibility to other residents, and responsibility to staff 
and facility (Ackerman, 1990) . Cautions are given regarding 
attributing responsibilities to residents rather than 
supporting a resident assuming responsibilities. Some 
residents are more profoundly limited in the ways they can 
show responsibility for themselves or others. Despite these 
limitations, continuing possession and expression of a sense 
of obligation appears to be an important factor in empowerment 
and participation in community for those residents able to 
meet responsibilities (Jameston, 1988). Applied in an 
enlightened manner, resident responsibilities are seen as 
central to their autonomy. Once again, this points to the 
complexity of the issue. 
To choose one right over another, immediate autonomy 
versus long range autonomy, self-determination versus physical 
well-being, requires moving beyond the medical ethic 
perspective whose dominant framework of beneficence directs 
the physician to promote and protect the patient's best 
interest in treatment and care where only the physician 
determines that patient's best interest. Long-term care needs 
are chronic, multiple, and involve social as well as physical 
and psychological needs. Meeting these needs will encourage 
and promote resident autonomy. What is it about the 
8 
institutional setting itself, that can either promote or 
discourage resident autonomy? 
Institutional Barriers to Autonomy 
Institutional barriers may include written policies, 
explicit or implicit policy-guided attitudes and behaviors, 
structural design, and facility furnishings. Applying Erving 
Goffman's (1961) notion of "total institution" to nursing 
homes, Lidz and Arnold (1990) found the following ten 
institutional characteristics as negatively impacting an 
individual's ability to live autonomously: "1) entry rituals, 
2) locational dedifferentiation, 3) dedifferentiation of 
authority, 4) staff permission required for routine 
activities, 5) no individuality in daily activity, 6) little 
or no variation in scheduling, 7) individuals excluded from 
decision-making, 8) individuals and staff hold stereotypes of 
each other, 9) violations of privacy are common, 10) all 
activities are part of a larger plan designed to fulfill 
official institutional aims" (Lidz & Arnold, 1990, p. 66-67). 
Residents usually enter nursing homes with low levels of self- 
confidence and collateral supports. Admission to a nursing 
home often exaggerates their fear of loss of control and 
feeling of helplessness. Lack of alternatives, limited 
resources, and a distrust of bureaucracies combine to make 
residents prime candidates for intimidation by care providers. 
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A study of Ambrogi and Leonard (1988) examining over 200 
nursing home admission forms found that most admission 
agreements contained provisions which the facility knows or 
should know are unenforceable under state or federal law. 
They conclude that no contract of admission be permitted to 
include these types of provisions, because even if the 
provisions are unenforceable, they are likely to mislead 
nursing home residents and residents' families as to their 
legal rights. 
The emphasis on the "medical model" in nursing homes, 
where residents are seen as patients and staff as health care 
personnel who dictate proper course of action for the 
patient's recovery, and where the patient's job is to comply 
with staff orders, also creates a barrier to autonomy. Wetle, 
Leukoff, Cwikel, and Rosen (1988) interviewed residents 
regarding their participation in medical decisions and found 
that 40 percent reported being told everything about their 
medical condition, 40 percent reported being told nothing, and 
50 percent believed the information given was inadequate. 
Nurses overestimated the amount and adequacy of residents' 
information. The amount of information given to patients has 
been positively associated with patient satisfaction, patient 
participation in treatment decisions and patient cooperation 
with treatment protocols. 
When 135 cognitively intact residents were asked about 
the importance to them of choice and control over various 
10 
aspects of their everyday existence, they reported trips out 
of the facility and use of telephone as most important, 
whereas nursing aides thought activities such as bingo and 
crafts were important and they least often thought using the 
telephone was important (Kane, Freeman, Caplan, Aroskar, 
UrvWong, 1990). Staff's use of language, a possible 
reflection of facility training, can also become a barrier. 
When using terms such as frail elderly, impaired elderly, 
dependent elderly, and patient, language reflects a deeply 
embedded and generally held belief, shared by elderly people 
themselves, that "potentials for growth, development, and 
continuing engagement virtually disappear when an elderly 
person suffers a serious disability" (Cohen, 1990, p. 13). 
Written policies, explicit and implicit policies 
reflected in staff attitudes and behaviors, staff training 
reflected in their use of language, and the nature of a "total 
institution" are not the only barriers to resident autonomy. 
Facility design and architecture are also seen as creating 
barriers to autonomy. In a properly designed facility, 
wandering is not viewed as a problem to be controlled but as 
"an opportunity to engage individuals in activities that occur 
along well-defined, secure, and engaging paths" (Cohen & 
Weisman, 1990, p. 76). 
Other barriers to autonomy include lack of support or 
recognition of resident responsibilities, relational 
discontinuity between staff and resident, chemical and 
11 
physical restraints, and a lack of adequate resources. 
'Personal autonomy for nursing home residents tends to be 
compromised for many reasons, including characteristics of 
residents, the staff, physical setting, public policies, 
cultural values, and beliefs. An institutional setting that 
reflects a commitment to promoting resident autonomy will have 
higher positive staff and resident attitudes and behaviors as 
one consequence of this commitment. 
Promotion of Resident Autonomy Associated with Staff and 
Resident Attitudes and Behaviors 
Increased resident autonomy is associated with a decrease 
in aberrant behavior and incontinence and an increase in self¬ 
feeding (Hegeman & Tobin, 1988). Furthermore, severely 
demented patients functioned at a much higher level and 
improved their self-esteem when allowed to participate in a 
therapeutic milieu within a wanderproof lounge. Also reported 
were changed attitudes of caregivers from one of frustration 
and exasperation to one of respect and recognition of 
residents' dignity. Reports of restraint-elimination programs 
show no increases in staff, costs, or serious injuries 
associated with falls (Blakeslee, Goldman & Papougenis, 1990) . 
Blakeslee et al. (1990) also found that improved morale among 
residents and staff, improved functioning, increase in 
nutritional intake, and reduced incontinence are also 
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associated with restraint removal resulting in increased 
resident autonomy. 
It is possible that increasing resident autonomy will 
result in a more equal distribution of power, thereby acting 
as a constraint to others' abusive behaviors. Recognizing and 
promoting autonomy for even the most impaired resident will, 
at the very least, reinforce staff attitudes that each 
resident is a unique individual deserving of individualized 
care and attention. Assuming that a higher quality of care 
would naturally entail less incidence of abuse, one could 
examine correlates of quality care. "A landmark study by 
Linn, Gurel, and Linn (1977) found that the number of RN hours 
per patient was associated with improved functional status, 
survival, and discharge to the community" (Braun, 1991, p. 
30). Another study suggested that community presence and 
ombudsman programs are linked with higher quality of care 
(Cherry, 1991). Although studies report positive impacts upon 
residents' social, physical, and psychological functioning 
when autonomy is enhanced and associate this with improved 
staff and resident morale, no direct association between 
increased resident autonomy and decreased incidence of abuse 
has been studied (Hegeman & Tobin, 1988). However, 
institutional elder abuse has been a general topic of 
investigation. 
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Institutional Elder Abuse 
Anecdotal evidence abounds regarding elder abuse 
perpetrated by nursing home staff, and from time to time the 
media report on some of the most horrendous cases of abuse. 
However, little is known about the extent or correlates of 
staff members' abusive behaviors. The first random sample 
survey specifically designed to assess the scope and nature of 
physical and psychological abuse in nursing homes was 
conducted by Pillemer and Moore (Pillemer & Moore, 1989) . 
Pillemer and Moore (1989) defined two types of abuse: 
physical and psychological. Physical abuse is an act carried 
out with the perceived intention of causing physical pain or 
injury to another person. Psychological abuse is an act 
carried out with the perceived intention of causing emotional 
pain to another person. Indicators of physical abuse are: 
excessive use of restraints, shaking, kicking, pushing, 
shoving, pinching, throwing something at resident, and 
slapping or hitting resident with hand or object. Indicators 
of psychological abuse are: threats, insults, yelling, 
denying rights, and isolating resident. 
Pillemer and Moore (1989) surveyed 577 nurses and nursing 
aides working in long-term care facilities. Thirty-six 
percent of the sample had seen at least one incident of 
physical abuse in the preceding year, and 81 percent of the 
sample had observed at least one psychologically abusive 
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incident in that same year. Ten percent of the sample 
reported they had themselves committed one or more physically 
abusive acts, and 40 percent of the sample reported they had 
committed at least one psychologically abusive act, within the 
preceding year. Based on the study's evidence, Pillemer and 
Moore (1989) conclude that maltreatment does not only occur in 
isolated, well-publicized incidents, but that it may instead 
be a common part of institutional life. 
Assuming underreporting of abusive actions occurred due 
to a bias toward socially desirable responses, the actual 
extent of maltreatment may not be fully known. However, the 
extent of reported abuse is large enough that another study 
concluded, "It is no longer possible to ignore deliberate 
maltreatment of patients as possible causes of patient 
dissatisfaction, depression, and failure to adapt successfully 
to nursing home life" (Pillemer & Bachman-Prehn, 1991, p. 92) . 
The question remains: are these abusive incidents an 
aberration perpetrated by pathological personalities, or are 
they a characteristic feature of the institutional system? 
In trying to determine the correlates of staff members' 
abusive behaviors, most studies focus on one of three 
variables: institutional characteristics, staff 
characteristics, or situational characteristics. Pillemer and 
Bachman-Prehn (1991) reviewed several research studies and 
related literature to determine possible predictors of abuse 
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based upon these three variables. They summarized that 
"greater maltreatment is expected from staff who: 
(a) work in small facilities 
(b) work in for-profit facilities 
(c) work in homes with lower reimbursement rates 
(d) are less well educated 
(e) are younger 
(f) are aides rather than nurses 
(g) are less experienced in nursing home work 
(h) hold negative attitudes towards patients 
(i) report higher levels of burn-out 
(j) have more frequent conflicts with patients 
(k) report more patient aggression directed towards 
themselves" (Pillemer & Bachman-Prehn, 1991, p. 
79) . 
Their own study found that situational characteristics 
were the best predictors of abuse, particularly when staff 
burn-out and level of staff-patient conflict are high. 
However, none of the three variables (institutional, staff, 
and situational characteristics) either reported on or studied 
could be considered strong predictors of abuse by themselves. 
Institutional Characteristics 
Up to the present, studies examining institutional 
characteristics focused solely on either ownership type, cost 
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of care, bedsize, or some combination of the three (Elwell, 
1984; Weihl, 1981). For-profit facilities, with low 
reimbursement rates and fewer beds may be correlated with 
abusive staff behaviors. However, no studies to date show a 
significant association and very few even deal with this 
question directly. A few studies examined these three 
institutional characteristics as determinants of quality of 
care. 
Elwell (1984) reported that financial and staffing 
patterns were directly related to ownership type and that the 
non-profit sector allocates more money for direct patient care 
and has higher staff-patient ratios than do proprietary 
facilities. Weihl (1981) reported that quality of care 
increases with the size of the facility, as measured by the 
number of beds. Finally, nursing homes with higher cost of 
care may expend more resources towards resident care, such as 
hiring more staff with better training. These institutional 
characteristics may be related to quality of care, but their 
association to maltreatment is not known. 
Theoretical Model of Patient Maltreatment 
Pillemer (1988) presented the following theoretical model 
(Figure 1) of potential causes of patient maltreatment, 
including exogenous variables, nursing home environment, and 
staff and patient characteristics. 
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Figure 1. Theoretical model of patient maltreatment 
In Figure 1, patient maltreatment is affected by staff 
members' and patient characteristics that are influenced by 
aspects of the nursing home environment and by specific 
exogenous factors. This model was developed as a provisional 
guide for researchers, not a definitive model to account for 
maltreatment. Pillemer (1988) suggested different variables 
that could be included within each box or component. 
Exogenous factors could include an area's unemployment rate or 
supply of nursing home beds. If unemployment is high, nursing 
homes may be able to attract higher-quality staff, or if an 
ample supply of beds exists, potential residents may be able 
to exercise more choice and avoid poor-quality facilities. 
Staff characteristics could include education, age, 
gender, position, experience, and burnout levels. Patient 
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characteristics could include health, social isolation, and 
gender. Nursing home environment could include level of care, 
size, rates, cost of patient care, ownership status, staff- 
patient ratio, turnover rate, and custodial orientation. 
Custodial orientation and its association with resident 
maltreatment is the part of the model this study primarily 
focuses upon. Several researchers have found problems in 
patient care to be related to a more custodial orientation 
(Fawcett, Stonner, & Zepelin, 1980; Moos, 1981; Wolk & 
Telleen, 1976) . However, these studies examined custodial 
orientation's influence on residents directly, not staff 
behaviors toward residents. Harel (1981) characterizes a 
custodial orientation as one that, "does not place a premium 
on providing residents with opportunities to care for 
themselves and for their rooms, to handle responsibilities, or 
to exercise other forms of mastery over their living 
situation" (Harel, 1981, p. 524). Pillemer (1988) speculates 
that a positive relationship also may exist between rates of 
maltreatment and the degree to which an institution is 
custodial. Not promoting resident autonomy increases the 
degree to which an institution can be characterized as 
custodial. 
Figure 2 is the model utilized by this study. As stated 
earlier, the four components of institutionally promoted 
autonomy are relational continuity, resident empowerment 
policies, resident empowerment choices, and architecture. 
19 
Institutional support of relational continuity between staff 
and residents may create a familiarity that precludes abuse. 
Institutional promotion of resident empowerment policies and 
resident empowerment choices may result in higher resident 
satisfaction with the institutional setting. One possible 
manifestation of this increased satisfaction could be lower 
levels of resident conflict. Staff who are required to 
initiate these empowerment policies and choices, if supported 
by the facility, will be socialized in an environment that 
recognizes and respects the dignity of each resident. 
Finally, the physical setting itself can support and enhance 
staff efforts at promoting resident autonomy, as well as 
directly allow residents with various limitations to be less 
constrained. 
Facility promotion and support, either formally or 
informally, of any or all of these components will have a 
direct effect upon staff attitudes and behaviors towards 
residents. Additionally, an indirect effect upon staff may 
take place due to the impact of autonomy promotion upon the 
residents attitudes and behaviors. Whether these effects can 
be associated with lower rates of abuse remains to be seen. 
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Nursing Home Environment 
I. Autonomy Promoting vs. Custodial 
A. Relational Continuity 
B. Resident Empowerment Policies 
C. Resident Empowerment Choice 
D. Architecture 
v 
Resident Maltreatment 
(ABUSE) 
Figure 2. Theoretical model of resident maltreatment 
Statement of Hypotheses 
Can an association between increased resident autonomy 
and decreased resident maltreatment be found? This study was 
designed to investigate the following research hypotheses: 
1. Institutions reported high in promoting overall 
resident autonomy will have lower incidence of 
reported abuse. 
2. Institutions reported high in relational continuity 
will have lower incidence of reported abuse. 
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3 . Institutions reported high in practicing resident 
empowerment policies will have lower incidence of 
reported abuse. 
4. Institutions reported high in resident empowerment 
choices will have lower incidence of reported abuse. 
5. Institutions reported high in adapting architecture 
and furnishings to residents' functional limitations 
will have lower incidence of reported abuse. 
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CHAPTER II. METHODOLOGY 
Source of Data 
The sampling universe for this pilot study was limited to 
a four-county area in central Iowa with a total population of 
465,000. Within this area, there are thirty-nine nursing 
facilities with 50 or more beds. Smaller facilities (under 50 
beds) were not used because they would not employ enough staff 
for the study's purposes. Ultimately, the study consisted of 
ten randomly selected facilities. The total number of beds of 
all ten facilities combined was 885. The total number of 
nurses and nursing-aides employed in the ten facilities was 
472 (140 nurses/332 nursing-aides). The final number of 
eligible respondents was smaller because initially they needed 
to be contacted by phone and asked to participate. Thirty- 
three individuals either had an unlisted phone number or no 
telephone, leaving the number of eligible respondents at 439. 
Prior to beginning this study of nursing facilities, 
procedures were reviewed and approved by the Iowa State 
University Human Subjects Committee. "Nursing facility" means 
an institution or a distinct part of an institution housing 
three or more individuals not related to the administrator or 
owner within the third degree of consanguinity, which is 
primarily engaged in providing health-related care and 
services, including rehabilitative services, but which is not 
engaged primarily in providing treatment or care for mental 
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illness or mental retardation, for a period exceeding twenty- 
four consecutive hours for individuals who, because of a 
mental or physical condition, require nursing care and other 
services in addition to room and board (Iowa 1991). 
Sampling 
From the list of thirty-nine eligible facilities, fifteen 
were randomly selected and contacted by phone. Thirteen 
administrators agreed to an initial interview and introduction 
to the study. Of these thirteen, ten consented to 
participate. Their participation entailed providing the 
researcher with a list of all their employees. From these ten 
facility lists, six individuals from each list were randomly 
chosen and contacted by phone. For the purposes of this 
study, only nurses or nursing-aides were contacted. In total, 
sixty-five were contacted, sixty-three agreed to participate 
and were mailed questionnaires, and fifty-eight returned 
completed questionnaires. 
Sample Characteristics 
Although the primary unit of analysis was the facility, 
some analyses were conducted to determine if certain staff and 
situational characteristics are significantly related to 
resident maltreatment, as suggested by other studies. Of the 
fifty-eight respondents, forty-seven were nursing-aides and 
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eleven were nurses. Fifty-six respondents were female, and 
two respondents were male. The average total length of time 
worked in any nursing home was 8 1/2 years, with a range from 
one month to 26 years. As Table 1 shows, 14 percent had some 
high school, 40 percent graduated from high school, 40 percent 
had some college, and 6 percent graduated from college. Five 
percent were under 20 years of age, 14 percent 20-24, 20 
percent 25-34, 32 percent 35-44, 15 percent 45-54, and 14 
percent over 55 years of age. 
Table 1. 
Staff Characteristics 
Education % Age % 
Some high school 14 Under 20 5 
Graduated high school 40 20-24 14 
Some college 40 25-34 20 
Graduated college 6 35-44 32 
45-54 15 
Over 5 5 14 
The ten facilities had an average bed size of 87, with an 
approximate range of 50-140 beds. Five facilities are for- 
profit proprietorships, and five are not-for-profit homes. 
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The proportion of Title XIX residents per facility was 
approximately 50 percent. 
Defining Abuse 
This study incorporates the definition used by Pillemer 
(1989) for physical and psychological abuse. Physical abuse 
is an act carried out with the perceived intention of causing 
physical pain or injury to another person. Psychological 
abuse is an act carried out with the perceived intention of 
causing emotional pain to another person. Neglect is defined 
as the intentional failure of staff to meet a resident's needs 
for care. For the purpose of this study, other actions not 
covered by these definitions are not considered. 
Dependent Variable 
The dependent variable was reported incidence of abuse. 
Indicators of physical abuse were: excessive use of 
restraints, shaking, kicking, pushing, shoving, pinching, 
throwing something at resident, and slapping or hitting 
resident with hand or object. Indicators of psychological 
abuse were: threats, insults, yelling, denying rights, and 
isolating resident. Indicators of neglect were: 
intentionally denying food, privileges, or other care needs as 
part of punishment or any other harmful intent. 
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Independent Variables 
The study had four independent variables that 
individually measure separate dimensions of resident autonomy, 
and also combine to form one global measure of resident 
autonomy promotion. The global measure was also considered an 
independent variable. The other four variables were: 
relational continuity, resident empowerment policies, resident 
empowerment choice, and architecture. Indicators of 
relational continuity included items such as staff knowledge 
of resident life histories, continuity in care assignments, 
and staff training support in areas such as death and dying. 
Indicators of resident empowerment policies included such 
items as whether staff knock on resident doors before entering 
room, the existence of an ombudsman program, and any community 
involvement programs. Resident empowerment choice included 
items such as whether residents were allowed to choose 
roommates, menus, or when to participate in activities. 
Indicators of autonomy-promoting architecture include items 
such as whether bathrooms and phones were wheelchair 
accessible, whether the facility had a safe wandering area or 
secure courtyard, and whether residents' names were clearly 
labeled on doors. 
Measurement 
This study used a 14-page, two-part questionnaire. With 
the permission of Dr. Karl Pillemer, the first part of the 
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questionnaire was modeled after the form used by the 
University of New Hampshire's Andrus Foundation Nursing Home 
Project. This part gauges the scope and prevalence of abuse 
occurring within a facility and measures staff burnout, 
staff/resident conflict, and resident aggression directed 
towards staff. 
The questions on abuse were based on the Conflict Tactics 
Scale (Straus 1979; Straus & Gelles, 1990), with items added 
that more specifically related to nursing home maltreatment. 
Staff burnout was measured with eleven items from the Maslach 
Burnout Inventory (1982). Staff/resident conflict was 
measured by asking about frequency of conflict in nine 
specific areas, and responses were summed into a scale. 
Resident aggression was measured by asking respondents about 
six different aggressive resident actions and their 
frequencies. A summary score adding these frequencies was 
created. Pillemer (1989) reported a reliability coefficient 
(Cronbach's alpha) of .60 for staff burnout and a .77 
reliability coefficient for staff/resident conflict in his 
study. The current study found reliability coefficients of 
.56 for staff burnout and .86 for staff/resident conflict. 
The questionnaire's second part uses the items mentioned 
as indicators of the independent variables. Responses to 
these items will create a score that ranks facilities as 
either higher or lower in promoting resident autonomy. The 
autonomy promotion indicators developed for this study are a 
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result of an extensive literature review and several informal 
interviews with long-term care staff. 
Cronbach's alpha, a measure of internal consistency, was 
conducted for 33 items measuring autonomy promotion. Alpha 
equaled 0.83. The value of alpha ranged from .82 to .84 as 
each item was removed. 
Initially, the scale included 35 items; however, two 
items were removed. Those two items asked about staff 
members' awareness of resident rights and whether their 
facility had any special services. Apparently, everyone 
responded they were familiar with resident rights, as this is 
part of their orientation mandated by federal law. 
Unfortunately, the study could not determine if they were 
familiar with specific resident rights or just the issue in 
general. The wording of the special services item caused much 
confusion regarding the definition of special, so it was also 
discarded. The 33 remaining items appear to reflect the same 
underlying construct: autonomy promotion. These 33 items were 
also subdivided into four groups representing four additional 
independent variables. Cronbach's alpha was conducted for the 
group of items measuring each independent variable. The 
results follow: relational continuity = .50; resident 
empowerment policies = -.21; resident empowerment choice = 
.69; and architecture = .39. 
29 
Method of Analysis 
Total rates of reported abuse observed by individual 
respondents and rates of abuse that respondents reported 
committing themselves are presented. Scope and frequency of 
abuse is also presented. Because the primary unit of analysis 
is the facility (n=10), descriptive statistics are used. 
Eight facilities had six individual respondents and two 
facilities had five individual respondents. Each facility's 
group of respondents were combined to form a mean (m) facility 
response for all variables of interest in the proposed model. 
A Spearman correlation coefficient was calculated to test the 
hypothesis regarding total abuse and autonomy promotion. 
Autonomy promotion was then divided into four components, and 
Spearman rank correlations were calculated to examine the 
relationship between each of the four components and total 
abuse. 
Speculation that reported findings might reflect 
individual rather than institutional effects led to concern. 
Reporter bias could result in an inaccurate assessment of the 
institutional setting. To address the concern that people who 
perceive and report high autonomy also perceive and report 
less abuse, three analyses of covariance (ANCOVA) were 
conducted for the dependent variables: admitted abuse, 
observed abuse, and total abuse. These analyses treated the 
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individual as the observational unit (n=58). The explanatory 
variables were facility and reported autonomy. 
Although not in the model, an analysis was also conducted 
to determine if a relationship exists between amounts of 
admitted abuse and specific staff and situational 
characteristics as reported in previous studies (Pillemer & 
Bachman-Prehn, 1991). Since much of the questionnaire used 
replicates Pillemer's (1991) instrument, a comparison of 
findings would be of interest. To examine the relationships 
of amounts of admitted abuse with specific staff and 
situational characteristics, respondents were not grouped by 
facility but were treated as 58 individual observations. 
Pearson correlation coefficients were then calculated between 
the variable UABUSE (abuse admitted to by staff) and each of 
the following: age, total length of employment, reported 
conflict frequency with residents, reported resident 
aggression directed toward respondent, and a measure of 
respondent burnout. 
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CHAPTER III. RESULTS AND DISCUSSION 
Scope and Prevalence of Abuse 
As shown in Table 2, 86 percent of the respondents 
reported observing one or more incidences of psychological 
abuse being committed by staff toward residents in the past 
year. Fifty-eight percent reported themselves committing one 
or more acts of psychological abuse towards residents in the 
past year. Fifty-three percent reported having observed one 
or more incidences of physical abuse committed by staff toward 
residents in past year. Twenty-nine percent reported 
themselves having committed one or more physically abusive 
acts toward residents in past year (Table 2). Tables 3-6 show 
the scope and frequency of reported abuse. 
Table 2. 
Total abuse observed or committed by staff in past year (N=58) 
Type of abuse One or more times 
Observed Psychological Abuse Committed 86% 
Committed Psychological Abuse 58% 
Observed Physical Abuse Committed 53% 
Committed Physical Abuse 29% 
32 
Table 3. 
Psychological abuse observed by staff in past year (N=58) 
Type of abuse Never Once 2-10 Times 
More than 
10 times 
Yelled at resident in 
anger 24% 31% 31% 14% 
Insulted or swore at 35% 17% 29% 19% 
Isolated resident 
inappropriately 60% 19% 14% 7% 
Threatened to hit 
or throw at 78% 10% 7% 5% 
Denied food or 
privileges 81% 5% 9% 5% 
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Table 4. 
Psychological abuse committed bv staff in past year (N=58) 
Type of abuse Never Once 2-10 Times 
More than 
10 times 
Yelled at resident in 
anger 55% 33% 12% . 
Insulted or swore at 74% 17% 7% 2% 
Isolated resident 
inappropriately 81% 15% 2% 2% 
Threatened to hit 
or throw at 88% 7% 2% - 
Denied food or 
privileges 97% - 3% - 
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Table 5. 
Physical abuse observed by staff in past year (N=58) 
Type of abuse Never Once 2-10 Times 
More than 
10 times 
Excessive use of 
restraints 74% 14% 7% 5% 
Pushed, grabbed, 
shoved, or pinched 74% 10% 12% 4% 
Slapped or hit 86% 7% 7% - 
Threw something 92% 4% 2% 2% 
Kicked or hit 
with fist 95%   5% _ 
Hit or tried to hit 
with object 93% 3% 2% 2% 
(If cumulative percentage is less than 100, remaining 
percentage responded "don't know".) 
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Table 6. 
Physical abuse committed bv staff in past year (N=58) 
Type of abuse Never Once 2-10 Times 
More than 
10 times 
Excessive use of 
restraints 88% 7% 3% 
Pushed, grabbed, 
shoved, or pinched 86% 5% 7% _ 
Slapped or hit 84% 14% 2% - 
Threw something 100% - - - 
Kicked or hit 
with fist 98% _ _ 2% 
Hit or tried to hit 
with object 98% 2% - - 
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These reported abuse figures are somewhat higher than 
•those reported by Pillemer and Moore (1989), but they do 
follow the same general pattern in relation to each other. 
The higher incidence of reported abuse in this study may be 
because of the study's format. Pillemer and Moore (1989) used 
phone interviews, while this study mailed anonymous 
questionnaires. Perhaps the respondents felt more at ease 
filling out a questionnaire. 
Hypothesis I 
The first hypothesis predicts an inverse relationship 
between resident autonomy promotion and incidence of abuse. 
As reported earlier, the autonomy variable consisted of 
thirty-three items. Mean facility responses (n=10) were 
calculated for total abuse and autonomy. Facility scores for 
total abuse were ranked from lowest mean score to highest mean 
score (see Table AI). Lower mean score for total abuse 
denotes less reported abuse. Facility scores for autonomy 
promotion were ranked from lowest mean score to highest mean 
score (see Table All). Lower mean score for autonomy denotes 
higher autonomy promotion. A Spearman rank-order correlation 
coefficient was calculated to measure the association between 
the two ranked variables. The correlation coefficient between 
autonomy and total abuse was .5273, £ = .059. These findings 
show that there may indeed be a relationship between high 
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resident autonomy promotion and low incidence of abuse; 
however, the hypothesis can only be supported at a 94 percent 
confidence level. 
The next four independent variables, referred to in 
hypotheses two through five, represent the four components of 
total autonomy. The items measuring these four variables came 
exclusively from the 33 items measuring total autonomy. 
Facility scores (n=10) were ranked for each variable (see 
Tables AllI through AVI) and for the dependent variable: 
total abuse. The results follow. 
Hypothesis II 
The second hypothesis predicts an inverse relationship 
between relational continuity of staff with residents and 
incidence of abuse. The relational continuity variable 
consisted of five items. The rank-order correlation 
coefficient between relational continuity and total abuse was 
.1945, £ = .295. The null hypothesis of no relationship 
between relational continuity and total abuse was not 
rejected; thus, there is not significant evidence to support 
hypothesis II. 
Hypothesis III 
The third hypothesis predicts an inverse relationship 
between resident empowerment policies and incidence of abuse. 
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The resident empowerment policy variable consisted of 12 
items. The correlation coefficient between resident 
empowerment policies and total abuse was -.2067, p = .283. 
The null hypothesis of no relationship between resident 
empowerment policies and total abuse was not rejected; thus, 
there was not significant evidence to support hypothesis III. 
Hypothesis IV 
The fourth hypothesis predicts an inverse relationship 
between resident empowerment choice and incidence of abuse. 
The resident empowerment choice variable consisted of nine 
items. The rank-order correlation coefficient between 
resident empowerment choice and total abuse was .5857, p = 
.035. The null hypothesis that no relationship exists between 
resident empowerment choice and total abuse was rejected. 
These findings suggest that facilities with higher reported 
levels of resident empowerment choice tend to have lower 
incidence of reported abuse. 
Hypothesis V 
The fifth hypothesis predicts an inverse relationship 
between autonomy promoting architecture and incidence of 
abuse. The architecture variable consisted of seven items. 
The correlation coefficient between architecture and total 
abuse was .6383, p = .024. The null hypothesis of no 
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relationship between architecture and total abuse was 
'rejected. These findings suggest that facilities with higher 
reported levels of autonomy-promoting architecture tend to 
have lower incidence of reported abuse. However, caution is 
in order regarding this finding because of a low reliability 
measure for the variable architecture. These results are 
based on treating the facility as the observational unit. A 
more complete analysis would adjust for differences in 
reported abuse within each facility, with the individual 
respondent serving as the unit of measurement. Table 7 shows 
Spearman correlation coefficients between all five variables 
and total abuse. Although there appears to be some evidence 
to support the hypothesis that facilities which promote 
greater resident autonomy will have lower incidence of abuse, 
these findings may reflect individual rather than 
institutional effects. To address the concern that people who 
report higher autonomy within a facility also tend to report 
less abuse, or vice versa, three analyses of covariance 
(ANCOVA) were conducted, each having a separate dependent 
variable (UABUSE, OABUSE, & TOTABS). The explanatory 
variables for each model were facility and reported autonomy, 
where autonomy serves as a continuous covariate and facility 
is the main effect. The observational unit for these analyses 
is the individual respondent (n=58). 
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Table 7. 
Spearman's r for five variables and total abuse 
Spearman's r # Items 
Autonomy 
Total Abuse 
.5273+ 33 
Relational .1945 5 
Continuity 
Resident - .2067 12 
Empowerment 
Policies 
Resident .5957* 9 
Empowerment 
Choice 
Architecture .6383* 7 
* JD < .05 
+ £ < .10 
Tables 8-10 summarize the results of the analysis of 
covariance for each of the three dependent variables. 
The facility does not appear to have a significant effect 
on the level of admitted, observed, or total abuse reported in 
this specific analysis. More importantly, the level of 
reported autonomy has no significant effect on admitted, 
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Table 8. 
Analysis of covariance for UABUSE (abuse admitted to by staff) 
Source df Mean Square F £ value 
Facility 9 18.208 1.012 .444 
Autonomy 1 12.758 .709 .404 
Error 47 17.988 
Table 9. 
Analysis of covariance for OABUSE (abuse observed by staff) 
Source df Mean Square F & value 
Facility 9 80.270 1.600 .143 
Autonomy 1 
Error 47 
85.578 
50.179 
1.705 .198 
observed, or total abuse reported, once facility differences 
are taken into account. Because this analysis first examined 
differences between facilities and then differences within 
facility, these results seem to nullify the concern that staff 
who report committing and/or observing higher levels of abuse, 
also report and/or perceive lower levels of autonomy within 
the facility. These findings provide support for the 
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Table 10. 
Analvsis of covariance for TOTABS (sum of admitted and 
observed abuse) 
Source df Mean Square F £ value 
Facility 9 157.099 1.452 .194 
Autonomy 1 164.420 1.519 .224 
Error 47 108.209 
facility-level results reported earlier, as individual 
response variation has been shown to be unrelated to the 
measures of abuse. 
The final analysis was conducted to determine if a 
relationship exists between amounts of admitted abuse and 
specific staff and situational characteristics as reported on 
in previous studies (Pillemer & Bachman-Prehn, 1991). 
Respondents were not grouped by facility, but were treated as 
58 individual observations. Pearson correlation coefficients 
were calculated between the variable UABUSE (Abuse Admitted to 
by Staff) and each of the following: age, total length of 
employment, reported resident-initiated conflict, reported 
resident aggression directed toward staff, and a measure of 
respondent burnout. The burnout variable was a composite of 
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eleven items. Table 11 summarizes the results of the Pearson 
correlation coefficient calculations. 
Table 11. 
Pearson Correlation Coefficients with UABUSE (Abuse Admitted 
to by Staff) 
Staff/Situational Characteristics r 
UABUSE 
Age - .0514 
Total Employment - .0404 
Conflict .3222 * 
Resident Aggression .3868 ** 
Burnout .2989 * 
* £ < .05 ** £ < .01 (2-tailed) 
These findings show no significant relationship between 
either age or total length of employment and admitted abuse. 
They do, however, show that respondents who report higher 
levels of being abusive, also report higher levels of conflict 
with residents, higher levels of resident aggression directed 
towards them, and higher levels of job burnout. 
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Discussion 
The analyses presented provide an initial examination of 
resident abuse in long-term care facilities. Indications are 
that the scope and prevalence of abuse is significant and 
widespread. However, the full extent of abuse may not be 
known because of underreporting of abuse due to a bias toward 
socially desirable responses, and to the fact that the data in 
this study comes only from staff. Regardless, reported abuse 
of residents appears common enough to merit concern. 
It appears that facility promotion of resident autonomy 
in general is associated with lower incidence of resident 
abuse. More specifically, the findings suggest that 
facilities offering more choice and control in everyday 
activities to residents have lower incidence of reported 
abuse. Although no study to date associates autonomy 
promotion with abuse, a few studies associate autonomy 
promotion with resident well-being or resident life 
satisfaction. Lieberman (1974) acknowledged that the 
environment plays a critical role in the consequence of 
relocation for those who manage to survive. Of specific 
importance was that environments be facilitative by placing 
the locus of control more in the hands of residents, 
differentiate among them, and permit them some degree of 
privacy. He pointed out that resource richness has little to 
do with being facilitative. 
45 
Fawcett, Stonner, and Zepelin (1980) reported resident 
life satisfaction being inversely related to perception of 
institutional constraint, which was its most powerful 
determinant. Harel's (1981) research highlighted the 
importance of personal and social dimensions in determining 
resident well-being. He reported continuing ties with people, 
personal responsibilities, and social need gratification 
having the greatest importance in determining resident well¬ 
being . 
Many of these factors determining resident well-being are 
autonomy-promoting. One possible manifestation of positive 
resident well-being could be less conflict and aggression 
initiated by the resident. Thus if resident well-being, 
manifested by low levels of conflict and aggression, is being 
enhanced by institutional autonomy promotion, staff attitudes 
and behaviors could be indirectly influenced towards less 
abusive responses due to decreased situational stress. 
It could be argued that resident well-being is also an 
indication of the absence of abuse. Hegeman and Tobin (1988) 
reported that one result of an autonomy-promoting program for 
severely demented patients was changed attitudes of some 
caregivers from one of frustration and exasperation to one of 
respect and recognition of residents' dignity. This direct 
effect upon staff attitudes could constrain or moderate any 
abusive tendencies or responses on the staff members' part. 
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Researchers have found that specific characteristics of 
the situation may precipitate abuse. For example, Pillemer 
and Bachman-Prehn (1991) found that situational 
characteristics were the best predictors of patient 
maltreatment. In particular, staff burnout and level of 
staff-patient conflict were strongly related to engaging in 
abuse of patients. 
This study would appear to support their findings, in 
that respondents who reported being more abusive also reported 
higher levels of conflict and burnout. However, these reports 
are individual perceptions of the situation, and external 
validation was not possible. Assuming that abusive staff hold 
negative attitudes toward residents, this study does not 
support previous findings (Penner, Luderria, & Mead 1984) that 
age or total length of employment in a long-term care setting 
is associated with staff members' negative attitudes. 
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CHAPTER IV. SUMMARY AND CONCLUSIONS 
Summary 
Findings from this study indicate that abuse of nursing 
home residents is a common phenomenon within all facilities. 
Abuse appears to be, in part, associated with some 
institutional characteristics. Specifically, the findings 
suggest that facilities offering more choice and control in 
everyday activities to residents have lower incidence of 
reported abuse. The promotion of resident autonomy in general 
appears to be associated with lower reported incidence of 
resident abuse. 
Abuse may also be, in part, a response to high stress 
situations. Staff who report higher levels of being abusive, 
also report higher levels of conflict with residents, higher 
levels of resident aggression directed towards them, and 
higher levels of job burnout. Whether the abuse is a response 
to the situation or the situation a response to the abuse is 
not clear. Either way, staff are still accountable for their 
abusive actions. 
Limitations 
Although every effort was made to obtain a representative 
sample, the sample size was small in this pilot study. This 
had a limiting effect upon the statistical analyses options. 
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Another necessary limitation was that the data came only from 
the nursing home staff. It was beyond the means of the study 
to directly involve the residents. This pilot study was 
always meant to be just that: an initial attempt at examining 
institutional characteristics that may contribute to abuse. 
Implications 
The findings regarding the association between increased 
autonomy promotion and decreased abuse certainly point towards 
some possible institutional measures that need to be 
considered. Of specific importance in the current study was 
allowing residents some control or choice regarding menus, 
roommates, meal times, activities, and having access to non¬ 
facility food and drink without permission. None of these 
measures require a resource-rich facility. These measures do, 
however, require an institutional awareness of the importance 
in maintaining a sense of self to the resident. 
Promoting this sense of self appears to not only affect 
the residents, but it can also have a positive impact upon 
staff. In some cases, residents appear to be easier to care 
for when autonomous behavior is encouraged. In other cases, 
staffs' involvement in the process of encouraging resident 
autonomy appears to create more positive well-being in staff. 
Nursing home work is inherently stressful. Staff are 
often overworked, underpaid, and seldom appreciated in our 
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society. The findings from the current study indicate that 
abuse appears to be perhaps, in part, a response to a highly 
stressful working situation. Of particular concern was that 
all facilities in this study, reported staff shortages as 
almost a daily occurrence. Several respondents, who reported 
knowingly neglecting a resident's care needs, indicated they 
simply could not perform all required tasks when staff 
shortages occurred. In the long run, this situation will not 
be remedied until federal and state funding for nursing homes 
is increased. In the short run, facilities must find a way to 
reduce staff stress. The promotion and support of resident 
autonomy appears to be a step in that direction. Other 
positive steps in that direction would include higher salaries 
and additional benefits. However, it is not just a matter of 
more money. Facilities need to recognize the staffs' need to 
be understood, valued, and appreciated. Staff skills need to 
be recognized and nurtured. Nursing home administrators 
should take the lead in increasing public awareness about the 
valuable contributions that nursing home staff make to our 
elderly population. 
Finally, to come back to the original question: are 
these abusive incidents an aberration perpetrated by 
pathological personalities, or are they a characteristic 
feature of the institutional setting? This pilot study was 
not able to give a definitive answer to this question, 
however, the researcher has a few thoughts of his own. In the 
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course of preparing and conducting this study time was spent 
•in several nursing facilities visiting with administrators and 
staff alike. It appears that in some instances, there may be 
nursing home staff with pathological personalities. 
Unfortunately, because the demand for staff is greater than 
the supply, these individuals may be able to remain in the 
long-term care system. One of the facility interviews with an 
administrator was interrupted by a nurse reporting an incident 
of resident abuse perpetrated by a nursing-aide. The 
administrator wanted to discharge the aide, but reprimanded 
her instead because he feared creating a staff shortage. 
Observation suggests that many abusive incidents may be 
perpetrated by normal everyday people who become overwhelmed 
and frustrated by a stressful situation that takes place in an 
institutional setting where task completion becomes the only 
focus. If nursing homes are to become more humane 
environments for both residents and staff, then one necessary 
ingredient of these environments must be the institutional 
support and promotion of resident autonomy. This study may be 
an initial first step in identifying some resident autonomy- 
promoting measures that can be easily integrated into the 
institutional setting of a nursing home. 
Further research is needed in order to understand 
autonomy promotion as an aspect of quality of care and its 
association with the phenomenon of resident abuse. Through 
this understanding, we can then formulate policies that 
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benefit the nursing home industry, nursing home staff, and the 
nursing home residents. 
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APPENDIX 
Table AI. 
Summaries of Total Abuse bv Facility 
Facility ID Mean Std. Dev Cases 
34.12 10.81 58 
5 43.66 15.98 6 
10 40.20 11.49 5 
3 38.50 19.84 6 
6 35.00 9.34 6 
9 33.50 5.72 6 
2 32.33 9.24 6 
8 31.67 6.68 6 
1 30.80 3.56 5 
4 28.16 3.87 6 
7 27.83 4.49 6 
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Table All. 
Summaries of autonomy by facility 
Facility ID Mean Std. Dev Cases 
77.52 13.64 58 
7 66.00 8.22 6 
4 69.50 13.23 6 
9 74.00 4.33 6 
6 75.33 13.02 6 
8 77.50 8.83 6 
3 78.33 12.66 6 
10 79.40 23.75 5 
1 81.60 15.31 5 
5 85.50 13.85 6 
2 89.00 10.37 6 
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Table AIII. 
Summaries of relational continuity bv facility 
Facility ID Mean Std. Dev Cases 
10.16 3.02 56 
7 8.00 .63 6 
6 8.83 3.54 6 
9 9.17 1.47 6 
3 9.50 3.94 6 
8 10.40 1.95 5 
10 10.40 4.45 5 
1 11.20 2.59 5 
4 11.40 4.72 5 
2 11.50 1.87 6 
5 11.67 2.66 6 
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Table AIV. 
Summaries of resident empowerment policies bv facility 
Facility ID Mean Std. Dev Cases 
30.86 5.98 57 
3 28.17 6.43 6 
4 28.50 6.09 6 
10 28.80 7.60 5 
9 28.83 3.66 6 
7 29.33 2.66 6 
8 29.67 6.05 6 
6 31.17 6.55 6 
5 33.33 5.16 6 
1 34.20 7.01 5 
2 38.00 3.80 5 
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Table AV. 
Summaries of resident empowerment choice by facility 
Facility ID Mean Std. Dev Cases 
23.45 4.77 56 
4 19.00 5.90 6 
7 19.80 4.09 5 
8 22.67 3.93 6 
6 22.83 2.48 6 
9 23.00 2.09 6 
10 23.00 7.28 5 
1 24.00 4.55 4 
3 25.33 2.80 6 
5 26.67 3.78 6 
2 27.67 4.68 6 
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Table AVI. 
'Summaries of architecture bv facility 
Facility ID Mean Std. Dev Cases 
13.59 3.73 58 
7 10.83 2.32 6 
4 11.33 2.66 6 
6 12.50 3.99 6 
9 13.00 1.90 6 
2 13.50 3.51 6 
1 13.60 3.29 5 
5 13.83 3.87 6 
8 15.33 2.25 6 
3 15.33 4.13 6 
10 17.20 6.22 5 
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Dear Staff Member: 
Thank you for agreeing to help me and others at Iowa 
State University who are interested in the future of long-term 
care. As a graduate student, studying under the direction of 
Dr. Joyce Mercier, I have come to appreciate long-term care 
staffs' valuable contributions to our institutionalized 
elderly population. 
I want you to know that any information you give me will be 
kept strictly confidential. The identification number on the 
questionnaire is simply for my record keeping purposes only, 
and cannot be identified with your name or the facility where 
you work. Upon receiving your completed questionnaire, all 
identifying marks will be removed. 
The purpose of this survey is to find out what it's really 
like to work in nursing homes. This information may help to 
develop training programs for nursing home staff or aid in the 
development of a more responsive public policy. 
Your participation in this survey is, of course, completely 
voluntary, and you have a right to refuse to complete the 
questionnaire. It will take you approximately 20 minutes to 
complete this questionnaire. Your telephone number was 
obtained from the nursing home where you work, but the answers 
you give will be kept strictly confidential. In fact, no one 
from the nursing home will even know whether or not you 
participated in the survey. This is to assure you that any 
responses you give can be as candid as possible. 
If you would like a summary of the research results, please 
return the attached postcard separately from the survey. At 
the conclusion of the study, I will gladly provide a summary 
of the results to you. Thank you for helping with this 
important research. 
Sincerely, 
Jerry McKim 
Principal Investigator 
41 Lebaron Hall 
(515) 294-9969 
Dr. Joyce Mercier 
Professor 
56 N. Lebaron Hall 
(515) 294-8889 
66 
First, please answer a few questions about yourself. 
1. Are you a: 
A. registered nurse 
B. licensed practical nurse 
C. nursing aide 
D. other  
2. How long have you worked at the nursing home where you are now employed? 
3. What is the total length of time you have worked in nursing homes, 
including the time you have worked at your current job? 
4. Do you work a permanent shift? (circle yes or no) 
A. yes I B. no 
I 
what are the hours of I what are the hours that you 
the shift?  I work most often?  
5. How many days a week do you usually work? 
Number of days  
Now I would like to ask you some practical questions about what happens in your job. 
6. On a usual shift, how many residents are you expected to care for? 
Number of residents  
7. On a usual shift, how many nurses are working in your facility? 
[Including yourself, if appropriate] 
Number of nurses  
8. And, on a usual shift, how many nurse’s aides work in your facility? 
flncluding yourself, if appropriate.] 
Number of nurses’ aides  
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9. When you show up for work, how often do you find your shift with fewer staff than what was 
scheduled because of absences, staff shortages, or some other reason: on the average, is it one 
day a week, 2 days, 3 days, 4 days, or every day? 
Number of days per week  
10. The following are various characteristics people list to explain why they chose their jobs. How 
important is each one in explaining why you work in a nursing home? After reading each 
statement, circle whether it helps very much, to explain why you work in a nursing home, it 
helps somewhat, it helps only a little, or it doesn’t help at all. 
Example: a. To have safe and healthful working conditions. Does that statement explain why 
you work in a nursing home - very much, somewhat, only a little, or not at all? 
Very Some¬ Only a Not at Don’t 
much what little All Know 
a. To have safe and healthful 
working conditions. 1 2 3 4 5 
b. To have a job that gives 
me a feeling of doing 
something wonderful. 
1 2 3 4 5 
c. To have a job that is 
useful to society. 1 2 3 4 5 
d. To have an occupation 
where I can help others. 1 2 3 4 5 
e. To have a lot of contact 
with other people. 1 2 3 4 5 
f. To have responsible job 
tasks. 1 2 3 4 5 
g- To have a job that allows 
me to work independently. 1 2 3 4 5 
h. To have an interesting 
job. 1 2 3 4 5 
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Very Some¬ Only a Not at Don’t 
much what little All Know 
i. To have an occupation 
that is recognized and 
respected. 
1 2 3 4 5 
j- To have good opportuni¬ 
ties for advancement. 1 2 3 4 5 
k. To have an occupation 
that leaves me a lot of 
leisure time. 
1 2 3 4 5 
1. Job security. 1 2 3 4 5 
m. Needing the income. 1 2 3 4 5 
11. These are some statements that some people make about their jobs. Please indicate whether 
you strongly agree, mildly agree, mildly disagree, or strongly disagree with each statement 
as it applies to you. (Circle the appropriate response) 
Statements 
Strng 
Agree 
Mldly 
Agree 
Mldly 
Disagr 
Strng 
Disagr 
Don’t 
Know 
a. You feel you are positively 
influencing other people’s 
lives through your work. 
1 2 3 4 5 
b. You often feel burned out 
from your work. 1 2 3 4 5 
c. You generally feel energetic 
in your work. 1 2 3 4 5 
d. You feel you sometimes treat 
residents more impersonally 
than you would like to. 
1 2 3 4 5 
e. You feel very satisfied after 
working closely with the 
residents. 
1 2 3 4 5 
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Strng 
Agree 
Mldly 
Agree 
Mldly 
Disagr 
Strng 
Disagr 
Don’t 
Know 
f. You feel you’ve become less 
sensitive toward people since 
you took this job. 
1 2 3 4 5 
g. You feel you have accomplished 
many worthwhile things in 
your job. 
1 2 3 4 5 
h. You worry that your job may 
be hardening you emotionally 
somewhat. 
1 2 3 4 5 
i. You feel personally involved 
with the residents’ problems. 1 2 3 4 5 
j. You feel residents often 
blame you for some of their 
problems. 
1 2 3 4 5 
k. Sometimes you don’t really 
care very much what happens 
to one or another of the 
residents. 
1 2 3 4 5 
The following are questions about how your facility operates. For each question, 
always, usually, sometimes, never or don’t know. (Circle appropriate response) 
answer either 
Always Usually 
Some¬ 
times Never 
Don’t 
Know 
a. Are residents allowed to 
have plants in their 
rooms? 
1 2 3 4 5 
b. Can residents put plants 
where they want to take 
care of them? 
1 2 3 4 5 
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c. Are residents allowed to 
rearrange the furniture 
in their rooms if they 
want to? 
d. Are residents allowed to 
choose their roommates? 
e. Do residents have any say 
over when they eat their 
meals? 
f. Do residents have any say 
over what is included in 
their menus? 
g. Are residents allowed to 
choose whether or not to 
participate in recreational 
activities? 
h. Are residents able to 
store non-facility food 
and drink for personal 
use? 
i Can residents gain access 
to non-facility food and 
drink without permission? 
j. Are residents allowed to 
move between facility and 
outdoor space freely? 
k. Are residents involved in 
community activities an 
average of two hours a 
week or more? 
Some¬ Don’t 
Usually times Never Know 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
2 3 4 5 
Always 
1 
1 
1 
1 
1 
1 
1 
1 
1 
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Always Usually 
Some¬ 
times Never 
Don’t 
Know 
Do you feel individual 
care plans reflect 
residents’ own physical 
goals. 
1 2 3 4 5 
Do you feel individual 
care plans reflect 
residents’ own psycho¬ 
logical goals? 
1 2 3 4 5 
Do you feel individual 
care plans reflect 
resident’s own sociolog¬ 
ical goals? 
1 2 3 4 5 
Do you knock on residents’ 
door before entering room? 1 2 3 4 5 
After knocking on 
residents’ door, do you 
wait for a response before 
entering? 
1 2 3 4 5 
Are you assigned the same 
residents to care for each 
day? 
1 2 3 4 5 
Do you feel part of a team? 1 2 3 4 5 
Do you feel you can take 
time to chat with a 
resident? 
1 2 3 4 5 
13. For the following questions answer either yes, no, or don’t know. 
(Circle either 1, 2, or 3) 
a. Are there non-skid surfaces in the bathrooms? 
1. Yes 
2. No 
3. Don’t Know 
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b. Are bathrooms accessible by wheelchair? 
1. Yes 
2. No 
3. Don’t Know 
c. Is there a telephone accessible by wheelchair? 
1. Yes 
2. No 
3. Don’t Know 
d. Are residents’ names clearly labeled on doors? 
1. Yes 
2. No 
3. Don’t Know 
e. Does your facility have a safe area for "wandering?" 
1. Yes 
2. No 
3. Don’t Know 
f. Does your facility offer more than two public areas for residem 
to congregate? 
1. Yes 
2. No 
3. Don’t Know 
g. Does your facility include an outdoor space such as a secure 
courtyard? 
1. Yes 
2. No 
3. Don’t Know 
h. Does your facility have an organized volunteer program? 
1. Yes 
2. No 
3. Don’t Know 
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i. Are residents given the opportunity to shop away from the 
nursing home? 
1. Yes 
2. No 
3. Don’t Know 
j. Does your facility have an ombudsman program? 
1. Yes 
2. No 
3. Don’t Know 
k. Has your training included any education on death and dying? 
1. Yes 
2. No 
3. Don’t Know 
l. Has your training included information about the normal process 
of aging? 
1. Yes 
2. No 
3. Don’t Know 
m. Are you familiar with the life histories of the residents you 
are assigned to care for? 
1. Yes 
2. No 
3. Don’t Know 
n. Are you familiar with residents’ rights? 
1. Yes 
2. No 
3. Don’t Know 
o. Are you familiar with residents’ responsibilities? 
1. Yes 
2. No 
3. Don’t Know 
74 
p. Does your facility have any specialized intensive services? 
1. Yes 
2. No 
3. Don’t Know 
If yes, what are they 
14. The following questions are about some interactions between staff and residents. 
When nurses and nurses’ aides work closely with older people, sometimes arguments or 
conflicts will occur over different issues. For the following items, please indicate how 
frequently you generally have arguments or conflicts with residents over this matter. 
(Circle the appropriate answer) 
Example: a. Quality of Food. How often do you generally have conflicts with residents over 
the quality of food: never, once a month, a few times a month, a few times a week, 
or every day? 
Once A 
Never 
Times 
Month 
A Few 
Times 
A Month 
A Few 
Every 
A Week Day 
a. Quality of food. 1 2 3 4 5 
b. Visitors. 1 2 3 4 5 
c. Residents complaining 
too much. 1 2 3 4 5 
d. Residents wanting to go 
outside the home. 1 2 3 4 5 
e. Resident’s unwilling¬ 
ness to dress. 1 2 3 4 5 
f. Resident’s unwilling¬ 
ness to eat. 1 2 3 4 5 
g- Resident’s personal 
hygiene. 1 2 3 4 5 
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15. 
Once A 
Never 
Times 
Month 
A Few 
Times 
A Month 
A Few 
Every 
A Week Day 
The toileting of 
residents. 1 2 3 4 5 
Conflict over some 
other issues. 1 2 3 4 5 
Sometimes as a result of conflicts, or for some other reasons, residents can be abusive to staff 
members. We would like to know if any of the following things have happened to you at your 
nursing home in the past year. (Or since you started working there, if less than one year.) 
Circle appropriate response: Never = 1, Once = 2, 2-10 Times = 3, 10+ Times = 4, Don’t 
Know = 5. 
Never Once 
2-10 
Times 
10+ 
Times 
Don’t 
Know 
In the past year, how 
many times have residents 
insulted or sworn at you? 
1 2 3 4 5 
In the past year, how many 
times have residents 
pushed, grabbed, shoved 
or pinched you? 
1 2 3 4 5 
In the past year, how many 
times have residents 
threatened to hit vou or 
throw something at you? 
1 2 3 4 5 
In the past year, how 
many times have residents 
actually hit vou or thrown 
something at you. 
1 2 3 4 5 
In the past year, how many 
times have residents 
kicked you or bitten you? 
1 2 3 4 5 
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2-10 10+ Don’t 
Never Once Times Times Know 
f. In the past year, how many 
times have residents 
actually hit you or tried 
1 2 3 4 5 
to hit you with some 
object? 
16. Sometimes when conflicts occur with residents, the staff may find it difficult to respond in 
ways that they are theoretically supposed to. One goal of this survey is to better understand 
what actually happens when nursing home staff members are confronted by difficult residents. 
You may at first be reluctant to discuss this sensitive area, but the staff members who have 
completed this questionnaire have been willing to answer even the most sensitive questions. 
The general question is whether you have ever seen any of the following things happen in your 
nursing home because of a resident conflict. (Circle your answer.) 
2-10 10+ Don’t 
Never Once Times Times Know 
a. How many times in the past 
year have you seen a staff 1 2 3 4 5 
member isolate a resident 
beyond what you thought 
was needed to control the 
resident? 
b. How many times in the past 
year have you seen a staff 1 2 3 4 5 
member insult or swear at 
a resident? 
c. How many times in the past 
year have you seen a staff 1 2 3 4 5 
member yell at a resident 
in anger? 
d. How many times in the past 
year have you seen a staff 1 2 3 4 5 
member deny a resident food 
or privileges as part of 
punishment? 
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2-10 10+ 
Never Once Times Times 
e. How many times in the past 
year have you seen a staff 12 3 4 
member restrain a resident - 
such as tying them down or 
placing them in a geri-chair 
beyond what you thought was 
really needed at that time? 
f. How many times in the past 
year have you seen a staff 12 3 4 
member neglect a resident’s 
care needs? 
g. How many times in the past 
year have you seen a staff 12 3 4 
member push, grab, shove or 
pinch a resident in anger? 
h. How many times in the past 
year have you seen a staff 12 3 4 
member threaten to hit or 
throw something at a 
resident? 
i. How many times in the past 
year have you seen a staff 12 3 4 
member actually throw 
something at a resident? 
j. How many times in the past 
year have you seen a staff 12 3 4 
member actually slap or 
hit a resident? 
k. How many times in the past 
year have you seen a staff 1 2 
member kick a resident or 
hit a resident with a fist? 
Don’t 
Know 
5 
5 
5 
5 
5 
5 
3 4 5 
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2-10 10+ Don’t 
Never Once Times Times Know 
How manv times in the past 
year have you seen a staff 
member hit a resident with 
1 2 3 4 5 
some object, or try to hit 
a resident with an object? 
17. Now I would like to ask you whether you have ever been provoked by residents into taking 
strong action that, upon reflection, you would try to avoid in the future — even though at the 
time it may have seemed perfectly justifiable to take that action. 
Never 
2-10 
Once Times 
10+ 
Times 
Don’t 
Know 
a. In the past year, how 
many times have you ever 
isolated a resident 
beyond what you now 
think was needed to 
control the resident? 
1 2 3 4 5 
b. In the past year, how 
many times have you ever 1 2 3 4 5 
insulted or swore at a 
resident? 
c. In the past year, how 
many times have you ever 1 2 3 4 5 
yelled at a resident in 
anger? 
d. In the past year, how 
many times have you ever 1 2 3 4 5 
denied a resident food or 
privileges as part of 
punishment? 
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2-10 10+ 
Never Once Times Times 
e. In the past year, how 
many times have you ever 
restrained a resident — 
such as tying them down 
or placing them in a geri- 
chair beyond what you now 
think was really needed at 
that time? 
f. In the past year, how 
many times have you ever 
neglected a resident’s 
care needs? 
g. In the past year, how 
many times have you ever 
pushed, grabbed, shoved 
or pinched a resident in 
anger? 
h. In the past year, how 
many times have you ever 
threatened to hit or 
throw something at a 
resident? 
i. In the past year, how 
many times have you 
actually thrown some¬ 
thing at a resident? 
j. In the past year, how 
many times have you 
actually slapped or hit 
a resident with your hand 
or arm? 
k. In the past year, how 
many times have you ever 
kicked a resident or hit 
a resident with a fist? 
12 3 4 
12 3 4 
12 3 4 
12 3 4 
12 3 4 
12 3 4 
12 3 4 
Don’t 
Know 
5 
5 
5 
5 
5 
5 
5 
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2-10 10+ Don’t 
Never Once Times Times Know 
1. In the past year, how 
many times have you ever 
hit a resident with some 
1 2 3 4 5 
object, or tried to hit 
a resident with an object? 
18. Now, just a few questions for statistical purposes. 
(Circle correct answer.) 
a. What is your sex? 
1. Female 
2. Male 
b. What is your age? 
1. under twenty 
2. 20 - 24 
3. 25 - 34 
4. 35-44 
5. 55 or over 
c. What is your current marital status? 
1. Married 
2. Living with someone 
3. Separated 
4. Divorced 
5. Widowed 
6. Never married 
d. What was the last grade in school you completed? 
1. 8th grade or less 
2. Some high school 
3. Graduated high school/GED 
4. Some college, or post high school vocational educ. 
5. Graduated college with bachelor’s degree 
6. Post-graduate work 
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19. Finally, I would like you to make some ratings of nursing home care in Iowa. 
On a scale of zero to 10, with 10 being the highest positive score and zero the lowest score, 
please indicate your evaluation of the following: 
a. The overall level of care that elderly receive in most 
nursing homes in the state of Iowa.   
b. The overall level of care that the elderly receive in 
the nursing home you work in now.   
c. The overall quality of the nurses in your nursing 
ome.   
d. The overall quality of the nurse’s aides in your 
nursing home. 
e. The overall quality of the administrator in your 
nursing home. 
Thank you for completing this questionnaire. Please return it in the enclosed addressed, stamped 
envelope as quickly as possible. If you have any further comments you would care to make 
regarding the questionnaire or this research, please feel free to write in the space provided. I would 
value any thoughts you might wish to share. Once again, thanks! 
//SW<3/ 
